Introduction {#s1}
============

Individuals who treat traumatized and other highly dysregulated clients are at higher risk of developing symptoms of burnout, compassion fatigue and vicarious traumatization/secondary trauma (Sprang et al., [@B39]; Craig and Sprang, [@B10]). Professionals who develop these symptoms are less effective in their work, need to seek their own treatment, and can experience long-term negative health outcomes (Pearlman and Saakvitne, [@B33]; Baird and Jenkins, [@B3]; Trippany et al., [@B42]; Craig and Sprang, [@B10]). Professionals who treat PTSD may also be required to work in areas and situations that could increase their own chances of exposure to traumatic events, e.g., war zones or areas with high community violence (Johnson et al., [@B19]).

Richardson and Waite ([@B36]) define resiliency as "a self-righting force within everyone that drives him/her to pursue self-actualization, altruism, wisdom, and harmony with a spiritual source of strength." Others define resilience as the ability to adapt to adversity (Horn et al., [@B17]). Li et al. ([@B27]) demonstrated a correlation between social support, hope, resilience, and quality of life in bladder cancer patients, with resilience, hope and social support accounting for 30% of the variance in quality of life. Resilience and hardiness has been found to mitigate the effects of trauma exposure, improve neuroendocrine functioning and improve coping (Tugade and Fredrickson, [@B43]; Ménard et al., [@B28]).

Clinicians who develop the capacity to manage, reduce and mitigate impacts of stress-based injuries may be more effective at treating PTSD and other symptoms of intense dysregulation in both their offices and in the field (Horn et al., [@B17]; Pereira et al., [@B34]). Somatic Experiencing® (SE) is a trauma treatment modality that works with trauma through supporting innate resilience and reducing stress, as well as stress-based injuries. A growing body of research has demonstrated improvements in multiple symptom domains as a result of SE® treatment (Leitch, [@B24]; Whitehouse and Heller, [@B45]; Andersen et al., [@B2]; Brom et al., [@B6]).

Trauma, burnout, and vicarious trauma
-------------------------------------

Rates of burnout, secondary traumatic stress (STS) and vicarious trauma (VT) are high among treating professionals. Increased resilience, social support and coping strategies can mitigate both risk and impact of exposure (Bell et al., [@B4]). Secondary traumatic stress (STS) is a traumatic reaction that can be catalyzed from a single exposure to another individual\'s experience of a traumatic event, whereas VT is a result of cumulative exposure to traumatic experiences over time. Thus, among therapists, VT is triggered by a cumulative exposure to traumatic experiences of patients/clients and refers to harmful changes in how a professional views their work, themselves, their world and other professionals (Pearlman and Saakvitne, [@B33]; Baird and Jenkins, [@B3]). Both STS and VT can impact clinicians who work with individuals exposed to trauma and can affect their functioning and lead to an array of stress reactions.

Estimates of rates of STS among psychotherapist working with trauma in military settings are as high as 19.2% (Cieslak et al., [@B8]). Research into VT among nursing and medical providers has identified a prevalence of between 26 and 40% of individuals experiencing symptoms due to their work experiences. Child protective services workers, for example, were found to have a 35% rate of VT in one study (Sabin-Farrell and Turpin, [@B37]).

Understanding the basic principles of risk and resilience in treating professionals and developing self-regulation/emotion regulation capacity could improve functioning and reduce risk of VT (Pearlman and Saakvitne, [@B33]; Baird and Jenkins, [@B3]; Pereira et al., [@B34]). Risk factors for both STS and VT include a history of previous traumatic events. The temporal exposure to client traumatic experiences, e.g., caseload, hours with clients, percent of trauma clients in caseload, and amount of exposure over time has also been related to risk for both VT and STS in some studies (Pearlman and Saakvitne, [@B33]). Perception of coping has been found to mitigate symptoms of both VT and STS (Pearlman and Saakvitne, [@B33]).

While many programs aimed at increasing resilience focus on cognitive coping, a recent study found some significant limitations to top-down cognitive coping strategies. In this recent study, in the general population, cognitive regulation (using cognitive coping) alone was found to have a limited impact on cortisol, a stress hormone dysregulated in PTSD (Pereira et al., [@B34]). These data point to the need for the inclusion of additional non-cognitive coping capacities for effective clinician resilience training.

The costs of VT and STS are significant for the individual, the people they treat and the families of the trauma treating professional (Baird and Jenkins, [@B3]; Cocker and Joss, [@B9]). Developing strategies for improved resilience among treatment providers could help mitigate these costs.

Clinician resilience and clinical outcomes
------------------------------------------

Many factors have been shown to be associated with clinician resilience. Some of these are: cognitive coping strategies, mindfulness, ability to access social support, and effectiveness of self-care. Mindfulness has been associated with reduced symptoms of PTSD and increased resilience in multiple populations. Fisher and Ogden ([@B13]) developed the term "somatic mindfulness" to describe the ability to increase interoceptive awareness of bodily states and self-regulatory capacity in her work on Sensorimotor Psychotherapy™. In other research, clinician mindfulness was found to be related to better clinical outcomes. A 2016 study of mindfulness and clinician resilience found that to the degree that an individual practiced mindful self-awareness, such as meditation, they had improved clinical outcomes (Pereira et al., [@B34]). The Pereira study reviewed 37 therapists\' caseloads for a total of 4,980 cases. A significant proportion of the clinician/therapist factor in effective clinicians was due to mindfulness and resilience. These data indicated that for less severe cases (mild to moderate depression) mindfulness alone improved clinical outcomes, but in the more severe cases (severe depression) the combination of mindfulness and resilience affected outcomes. In somatic therapies, such as Somatic Experiencing® and Sensorimotor Psychotherapy™, both increased clinician resilience and somatic mindfulness are core parts of training and interventions.

Somatic experiencing® and resilience
------------------------------------

Somatic Experiencing® (SE®) is a resiliency-based approach to trauma treatment that, rather than focusing on pathology, focuses on working with innate resilience and increasing capacity (Payne et al., [@B32]). SE® uses a bottom up approach that works with interoceptive awareness, affective states, and limbic activation. SE® differs from many cognitive therapies which work to change cognitions in order to change affective states. SE® interventions are designed to help guide the client to increased contact with their bodily sensations (interoceptive cues and kinesthetic/muscular awareness), instead of focusing on cognitions. This bottom up approach is based on the fact that core aspects of trauma are housed in systems which emerge from brain structures deep below the cortex. As van der Kolk ([@B44]) showed, in his initial studies of traumatized patients, central language centers of the brain (i.e., Brocca\'s area) are often shut down during reactions to trauma triggers. As a result, there is some significant aspect of the traumatic experience that is housed in what van der Kolk describes as "wordless terror" (van der Kolk, [@B44]).

Somatic Experiencing® works with what Payne et al. ([@B32]) paper call the Core Response Network (CRN). The CRN includes subcortical, limbic system, motoric pathways, interoceptive cues, and basic arousal systems \[i.e., the autonomic nervous system (ANS), the hypothalamic-pituitary-adrenal axis and the reticular activating system\]. Dysregulation in these protective systems leads to the development of symptoms of trauma and other negative health outcomes. The SE® modality works by supporting the re-establishment of the innate regulatory capacity of the CRN via interoception (a core component of mindfulness), self-protection, emotion regulation, and self-awareness (Payne et al., [@B32]). To support the goal of re-establishing innate regulatory capacity (e.g., resilience), interventions are conducted in a client-centered, titrated manner.

While increased awareness and tolerance for affective states is a core outcome of SE® therapy, it is not primarily an exposure therapy. Rather than evoking intense traumatic memories directly, SE® works indirectly and gradually with these memories, identifying resources and corrective shifts in states that lead to new interoceptive experiences that in turn lead to changes in the felt experience of safety, power, and competence. While SE® shares many components with traditions such as meditation, Qigong, and yoga, it also has a specific set of tools that help clinicians and clients address the fundamental dysregulation of the CRN that underlies trauma (Payne et al., [@B32]). Parker et al. ([@B31]) showed that tsunami victims in southern India showed 90% improvement in symptoms even at eight month follow up to short 75 minute treatment sessions using SE~R~ skills.

Somatic experiencing® training and resilience
---------------------------------------------

The Somatic Experiencing® Practitioner training course is open to all practitioners who come into contact with clients struggling with the symptoms of trauma. It has three beginning modules (4 days each), three intermediate modules (4 days each), and two advanced modules (6 days each). In the beginning year students develop, through practice, their own resilience and are encouraged to practice self-regulation throughout the training. Students also learn the basic biology of trauma and resilience, core clinical skills for guiding and improving interoceptive awareness and integration of protective strategies mobilized to protect the body during a traumatic event. In the intermediate year students learn to address specific types of trauma, e.g., falls, motor vehicle accidents, natural disasters, violence, etc. In the advanced year, students learn skills for working with the biological syndromes that are often comorbid with trauma such as fibromyalgia, migraines, and IBS. Throughout the training and between training modules, participants are encouraged to practice self-regulation skills, work in consultation groups, and have regular sessions that support their own development of self-regulation capacity and increase their skill as trauma treating therapists. They are also encouraged to read and explore the literature of trauma, trauma healing, and self-regulation. It is expected that in addition to becoming skillful as therapists in treating trauma, these practices will lead to the increased ability to self-monitor, regulate affect, cope with stress, stay in mindful awareness, and improved resilience, although ours is the first study to explicitly test this hypothesis.

Aim
---

While the most traditional definition of resilience is the ability to withstand and rebound from adversity, in a study involving human subjects it would be unethical to create severe adversity in subjects lives in order to study their immunity to adversity. We therefore looked at secondary indicators of resilience in this study, which can be measured on self-report psychological measurement instruments.

The purpose of this study was to test the effect of Somatic Experiencing® Training on measures of resiliency by assessing changes in clinician resilience longitudinally over the 3 year SE® training course. Clinician quality of life, psychological symptoms and degree of early life trauma were measured. We used the World Health Organization Quality of Life-Brief (WHOQOL-BREF) to assess changes in well-being in four domains: psychological quality of life (mental wellness), health related quality of life (overall physical well-being), social quality of life (quality of social relationships), and environmental quality of life (measure of wellness on community and access to housing etc.,). Changes in psychological symptoms was measured using the Patient Health Questionnaire (PHQ-SADS), which includes three subscales for anxiety (GAD-7), somatic symptoms (PHQ-15), and depression (PHQ-9). In order to assess the early life adversity on changes in resilience, early life adversity was measured using the CDC/Kaiser Permanente ACE[^1^](#fn0001){ref-type="fn"} Score Calculator Questionnaire.

Methods {#s2}
=======

Recruitment
-----------

Due to multiple challenges with sampling and randomization, a convenience sample of volunteer participants in the SE® 3-year training course was used. Subjects were recruited from the cohort of students participating in the Somatic Experiencing® training course at five different sites: Berkeley, CA, Columbus, OH, Chapel Hill, NC, NYC, NY, and Austin, TX. Individuals who attend the Somatic Experiencing® training course are an interdisciplinary group of health care providers including: psychologists, social workers, medical doctors, psychiatrists, physical therapists, and other body oriented therapists. During the Beginning I module of the SE® training course, the lead teaching assistant read a recruitment script for the experimental group. Potential subjects volunteered by signing up and the lists of volunteers were sent to the principal investigator.

Experimental design
-------------------

This study was a within-groups pre-to post-test design. The within-groups methodology and multiple points of measurement reduce some of the variance found in between-groups designs. Study volunteers were assessed on changes over the course of 3 years on four variables: quality of life, physical symptoms, psychological symptoms, and at the initial measurement the effect of adverse childhood experiences. Beginning and intermediate training modules are 4 days (24 h in length), the advanced training year modules are 6 days (36 h of continuing education). As shown in Figure [1](#F1){ref-type="fig"}, there were four points of measurement: at the start of SE® training course (beginning I), after the beginning year (end of beginning III, after the intermediate year (end of intermediate III), and after completion of the training course (after year three advanced level II).

![Study timeline. This figure displays the study timeline including informed consent and data collection points. Data was collected over the course of the 3-year training period.](fnins-12-00070-g0001){#F1}

Outcome measures
----------------

### WHOQOL-BREF

The WHOQOL-BREF has four quality of life domains: psychological quality of life (PSYCH-QOL or mental wellness), health related quality of life (HEALTH-QOL or overall physical well-being), social quality of life (SOCIAL-QOL or quality of social relationships), and environmental quality of life (ENVIRONMENTAL--QOL or measure of wellness on community and access to housing etc.) (The WHOQOL Group, [@B40]; Power, [@B35]).

### PHQ-SADS

The PHQ-SADS is a validated measure of stress, anxiety, somatic symptoms, and depression. (Han et al., [@B15]; Kroenke et al., [@B21],[@B22]; Kocalevent et al., [@B20]). The PHQ-SADS includes a question about distress and three subscales measuring anxiety (GAD-7), somatic symptoms (PHQ-15), and depression (PHQ-9).

Data collection
---------------

Participants were contacted by email and given the URL for the web-based survey built around Limesurvey open source software (Engard, [@B11]). The survey included a short algorithm for calculating a subject identification number, such that the online data were de-identified before data entry and results were completely de-identified.

The web survey site asked participants to agree to the terms and conditions after reading the recruitment statement. It then collected some generic demographic information, followed by the survey questions. Participants were asked to send an email to the principal investigator acknowledging that they had completed the survey and informing him which cohort they were a part of. The PI tracked the training module schedule for each participant, and 2 weeks after the relevant modules, the PI sent emails to each study participant informing them that it was time to retake the survey. The participants would then take the survey and send an email to the PI announcing that they had completed this round of the survey. If no response was received a second email notice was sent.

Statistical methods
-------------------

ANOVA with repeated measures was used to test the hypotheses that students who completed the 3 years SE® training would show an increase in each of the four domain measures of quality of life measured using the WHOQOL BREF during the training and would also have decreases in symptoms of anxiety and somatic symptoms compared to baseline (PHQ-SADS) during the course of the training. *Post-hoc* analysis used Fischer\'s least significant difference (LSD) to assess differences between periods of measurement (i.e., years of the study) and changes in specific variables. Software was SPSS 23.0. Statistical significance was set at *p* = 0.05.

Results {#s3}
=======

Participants
------------

*N* = 16 participants self-identified as female and *N* = 2 as male. *N* = 12 participants self-identified as middle class and *N* = 5 as upper class. None reported being lower SES.

Participant flow
----------------

Initially *N* = 45 participants signed up. After completion of the training, *N* = 18 remained in the study. Per participant report, dropout was largely due to attrition in the training for financial reasons, needing to postpone finishing the training, loss of interest in SE®, and no longer wishing to participate in the survey.

Adverse events
--------------

To date there have been multiple studies exploring SE\'s impact on PTSD and other health/mental health challenges published in peer reviewed journals (Heller and Heller, [@B16]; Leitch, [@B24]; Leitch et al., [@B25]; Changaris, [@B7]). No significant adverse events were reported as a result of conducting these studies in any of these and none occurred in the current study.

Detailed results
----------------

### WHOQOL-BREF

*N* = 15 participants had complete data for the WHOQoL-BREF. As shown in Table [1](#T1){ref-type="table"} and Figures [2](#F2){ref-type="fig"}, [3](#F3){ref-type="fig"}, significant improvements in quality of life measures were observed in two of the four domains of the WHOQoL-BREF, Health-QoL (*p* = 0.028), and Social-QoL (*p* = 0.046). Health improved significantly between the initial measurement and each of three subsequent measurements. Social-QOL increased significantly at the fourth measurement compared to each of the prior measurements. There were changes in Psychological and Environmental QoL but analysis showed them not to be significant.

###### 

Changes in Quality of Life (QOL) as Measured by the WHOQOL-BREF (*N* = 15).

                      **Beginning I**                                 **Beginning III**                               **Intermediate III**                            **Advanced II**                               **p for model**
  ------------------- ----------------------------------------------- ----------------------------------------------- ----------------------------------------------- --------------------------------------------- -----------------
  HEALTH-QOL          15.4 ± 2.4                                      16.2 ± 0.1[^\*^](#TN1){ref-type="table-fn"}     16.5 ± 2.1[^\*^](#TN1){ref-type="table-fn"}     16.3 ± 2.4[^\*^](#TN1){ref-type="table-fn"}   0.028
  PSYCH.-QOL          14.4 ± 2.0                                      14.5 ± 2.5                                      15.3 ± 2.2                                      15.6 ± 2.0                                    NS
  SOCIAL-QOL          13.5 ± 4.1[^\*\*^](#TN2){ref-type="table-fn"}   13.4 ± 3.4[^\*\*^](#TN2){ref-type="table-fn"}   13.9 ± 3.5[^\*\*^](#TN2){ref-type="table-fn"}   15.7 ± 2.8                                    0.046
  ENVIRONMENTAL-QOL   15.5 ± 2.5                                      15.7 ± 2.7                                      16.2 ± 2.1                                      16.4 ± 1.9                                    NS

*Significantly increased compared to Beginning I, p ≤ 0.033*.

*Significantly lower compared to Advanced II, p ≤ 0.025*.

![WHOQOL-BREF health related quality of life. Results indicated significant improvement in health related quality of life (*p* = 0.028) on the WHOQOL-BREF. While the sample size is too small to clearly identify trends it is notable that there was a flattening of the trend line during the intermediate training year i.e., between the final beginning class (Beginning III) and final intermediate class (Intermediate III). Intermediate year training focuses on addressing specific types of traumas and focuses less on training of emotional regulation skills. It is possible that the exposure to learning about specific traumatic events may lead to a short-term level of distress that is reduced in the final two advanced year trainings.](fnins-12-00070-g0002){#F2}

![WHOQOL-BREF social quality of life. Results indicated significant improvement in social quality of life (*p* = 0.046) on the WHOQOL-BREF. The trend in social quality of life was flat over the course of the three beginning modules. As above the sample size is too small to clearly identify trends. The beginning training year has several aspects that would address social quality of life. One of the core modules that could impact social quality of life is somatic boundaries and trauma. This module focuses on interpersonal safety and setting limits to support self-regulation. It could be that these skills require more significant practice before they can impact one\'s social connections or social quality of life. Alternatively, social quality of life may have a lag time from skill increase to change in behavior due to relationships being built over time.](fnins-12-00070-g0003){#F3}

### PHQ-SADS

*N* = 18 participants had complete data for the PHQ-SADS. As shown in Table [2](#T2){ref-type="table"} and Figures [4](#F4){ref-type="fig"}, [5](#F5){ref-type="fig"}, significant reduction in Anxiety (GAD-7) and Somatic (PHQ-15) symptoms was observed (*p* ≤ 0.001 for each). In general, scores improved between each training year. In *post-hoc* analysis, all periods of measurement were significantly different between first and follow up measures. The only non-significant changes were between the third (intermediate III) and fourth (advanced II) measurements. The PHQ-SADS also includes a single question that measures overall distress from the anxiety, somatic, and depression symptoms reported. Scores on the overall symptom distress question were significantly reduced between initial measurement (post beginning I) and final measure (post advanced II) training years (*p* \< 0.001). Depression, as measured by PHQ9, could not be assessed due to an error in the question design in the survey platform leading to insufficient data.

###### 

Changes in PHQ-15 and GAD-7 as Measured by the PHQ-SADS (*N* = 18).

                  **Beginning I**   **Beginning III**                            **Intermediate III**                         **Advanced II**                              **p for model**
  --------------- ----------------- -------------------------------------------- -------------------------------------------- -------------------------------------------- -----------------
  PHQ-15 (Som.)   7.8 ± 3.1         6.1 ± 3.1[^\*^](#TN3){ref-type="table-fn"}   4.9 ± 3.5[^\*^](#TN3){ref-type="table-fn"}   3.8 ± 2.4[^\*^](#TN3){ref-type="table-fn"}   \<0.001
  GAD-7 (Anx.)    5.5 ± 4.6         3 ± 3.2[^\*^](#TN3){ref-type="table-fn"}     2 ± 2.3[^\*^](#TN3){ref-type="table-fn"}     1.5 ± 2.4[^\*^](#TN3){ref-type="table-fn"}   \<0.001

*Significantly decreased compared to Beginning I, p ≤ 0.013. NS for Intermediate III vs. Advanced II*.

![PHQ-15 somatic symptoms. Results indicated significant reductions in somatic symptoms scale (PHQ-15) of the PHQ-SADS (*p* \< 0.001). While the data set is too small for clear trends to emerge, these data indicate a possible step-wise reduction in symptoms over the course of the training. The main focus of the training in each module is increased somatic awareness, capacity to regulate stress states when engaging in clinical work and increased skills in recognizing one\'s own indication of stress states through interoception and description of the state. The regular time for reflection and skills practice could be a driver for the change at each point of measurement.](fnins-12-00070-g0004){#F4}

![GAD-7 generalized anxiety scale. Results indicated significant reductions in anxiety scale (GAD-7) of the PHQ-SADS (*p* \< 0.001). As stated above, the data set is too small for trends to be clearly identified but there appears to be a stable downward trend in symptoms of generalized anxiety. There is a slight flattening of the downward trend in the last two points of measure. It is likely that there are floor effects as the symptom level trends toward zero in the last two measures.](fnins-12-00070-g0005){#F5}

PHQ-SADS graphic display of data
--------------------------------

### ACE scores

ACE scores were available at each time point for 15 participants. Self-reported ACE scores were not significantly different over the four assessments. No relationship was found between any of the measurements at Beginning I and ACE scores, due likely to the small sample size and the small number of subjects with high ACE scores.

Discussion {#s4}
==========

Rates of community exposure to trauma are extremely high, in some cases \> 60% of the population (Felitti et al., [@B12]; Anda et al., [@B1]). This has caused leaders in the field to call trauma the "hidden epidemic of our era." The ability of health practitioners to address symptoms of trauma in their health and mental health care systems could have a profound impact on multiple chronic diseases (e.g., diabetes, hypertension, chronic pain, addiction, and stroke). However, trauma treatment also *exposes* individual professionals to the risk of vicarious traumatization, compassion fatigue and health related stress conditions. Some studies have indicated that compassion fatigue can lead to adverse changes in inflammatory cytokines and metabolic functioning and thereby increase risk for multiple negative health outcomes (Huffman, [@B18]). These health conditions also can impact treatment outcomes, as well as result in a significant burden on the healthcare system in the form of mental health worker attrition and of mental health workers who may become the "walking wounded." These treatment providers continue to show up to their jobs, but, due to the burden of stress, are compromised in their ability to actually get their jobs done.

A 2017 randomized study of Somatic Experiencing in individuals with PTSD trauma found significant reductions across multiple domains (Brom et al., [@B6]). One of the foundational concepts in the SE® model is that the increased clinical resilience is a likely outcome of training in the SE® model (Levine, [@B26]; Payne et al., [@B32]). Significant time and focus of the SE® training is directed toward increased clinician resilience. Further, the SE® model would indicate that increased clinician resilience would likely impact clinical outcomes (Levine, [@B26]). This study is the first study to explore the impact of training in the SE® model on clinician resilience. Future research could explore issues of clinician case load and the question of impact of clinician resilience on clinical outcomes.

Another 2017 randomized control study of the SE® model was conducted with 91 pain patients found to have PTSD (Andersen et al., [@B2]). This study noted significant reduction of trauma symptoms and fear of movement as compared to controls. Patients with chronic pain have significantly higher rates of trauma than the general population. Physicians who treat pain patients report high levels of burnout and fatigue (Brennstuhl et al., [@B5]; Kroll and Macaulay, [@B23]). While the scope of this present study focuses on behavioral health professionals, increased clinician resilience in providers who treat pain patients could have a meaningful impact on current pain management teams (Kroll and Macaulay, [@B23]).

Results of the current study indicate that among individuals who completed the SE® training, there were significant reductions in psychological symptoms of anxiety, and also in somatic symptoms. Participants in the training showed an ongoing reduction in symptoms over the course of the three training years. This reduction was both statistically significant and clinically meaningful with both somatization symptoms and symptoms of generalized anxiety dropping from mild to well below a clinical range. Notably, this was occurring at the same time that many of these individuals were treating individuals with symptoms of trauma and also working with SE® professionals on their own trauma histories. Results also indicate a significant increase in health-related and social quality of life among trainees. While both psychological quality of life and physical health related quality of life trended in a positive direction neither reached significance in this cohort. Further studies could elucidate the patterns driving these outcomes.

Psychological quality of life also appears to have increased at the final measurement compared to baseline. However, the change in psychological quality of life was not significant. Of course, improvement in psychological quality of life correlates with changes in psychological symptoms such as the ones found in this study. One possible moderating factor in this change is that the GAD-7 and PHQ-15 are measures of more specific domains likely to be impacted by the training in somatic self-regulation but the psychological quality of life measure used in this study was broader and less targeted to this outcome. Another possible driver could simply be that for this measure the study lacked the needed sample size for the effect size on this measure and a larger sample size could have more power and thus be more sensitive to the effects on psychological quality of life. Results of this pilot study support the importance of further study and assessment of real-world impacts, both on clinical outcomes and long-term clinician resilience, among professionals who treat trauma and trauma related conditions.

Limitations {#s5}
===========

The current study\'s design limits its generalizability. This is a small convenience sample of professionals and no control group. A possible enhancement would be to include a comparison group consisting of other professionals engaged in some other type of trauma training and a control group of professionals who have not had any form of trauma training. Another limitation impacting broader generalization of this study\'s findings was lack of data on the clinical setting of students in the study and their caseloads. An enhancement for future studies would be to include questions related to practice context and caseload to compare with changes in measures.

The current study had a problem with a high dropout rate. This is for several reasons: (1) no compensation of any sort was offered to the participants, (2) some students were forced to drop out of the training due to lack of funds. This is especially true for graduate students and interns. (3) some students, due to scheduling conflicts and lack of paid time off, are forced to wait an extra year to complete their SE® training, (4) some students lose interest in studying trauma, and (5) the mathematical algorithm which needed to be calculated by participants in order to de-identify themselves proved to be daunting for some participants. Starting with a larger sample size and offering some incentive, as well as making the de-identification process easier would all help with this issue.

Directions for future research {#s6}
==============================

Increased clinician resilience has profound implications for multiple professions and health/mental health providers. Future research would involve replicating these results with a larger sample size.

Other possibilities for future research would be using a control group of trauma therapists who do not undergo SE® training, and examining clinician resilience vs. client outcomes. The impact of resiliency training on other high-risk profession groups such as substance abuse and suicide prevention counselors should be explored. Further research should collect data on the clinical setting of treating providers, caseloads and number of trauma patients.

Establishing a more direct causal pathway for these findings (reduction of anxiety, physical symptoms, and improvement in quality of life) with respect to resiliency, work satisfaction, and thus therapist retention within the trauma treatment field, would be a useful contribution to this area of study.

Resiliency is a complex heuristic that is still being clarified as to its scope. While further research is needed to confirm these findings, it is also possible, in future studies, to dissimilate the core components of increased resilience identified in this study. Researches exploring specific aspects of the training that mediate and moderate changes in resiliency could further support the field in helping to increase resilience, reduce the psychological impacts of trauma treatment, and improve outcomes in both therapists and clients. The measures used in this study are global measures of psychological health. There are multiple possible drivers for the changes identified in this study. While it was beyond the scope of this study to assess possible mechanisms of change the authors identified five candidates for future research. These are: (1) increased somatic mindfulness due to greater interoceptive awareness (Payne et al., [@B32]; Haase et al., [@B14]), (2) increased skills at resourcing or evoking a parasympathetic/calming response (Park et al., [@B30]), (3) increased acceptance and tolerance for intense sympathetically-mediated arousal states (Thompson et al., [@B41]; Nila et al., [@B29]), (4) changes in biological markers of sympathetic activation, ANS regulation and physiological health indicators (e.g., blood pressure, inflammatory cytokines or 24 h salivary cortisol), and (5) increased efficacy in clinicians, due to increased skills in addressing client symptoms (Shoji et al., [@B38]).
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